Type III endoleak is one of the causes of secondary intervention after endovascular aortic aneurysm repair (EVAR). We report two cases of a late type III endoleak with a review of the literature. One case had a disconnected iliac limb and the other case was due to a defect of the main body fabric at the bifurcation level. Both cases were successfully treated by open conversion. Before open conversion, it should be determined how to get proximal aortic control (suprarenal vs. infrarenal and cross-clamping vs. balloon inflation). When the suprarenal aortic control is required, to reduce suprarenal clamping time, it is not necessary to remove the endograft completely. Partial endograft removal and a graft-to-graft anastomosis is an alternative, if it is well incorporated and not infected. 
INTRODUCTION
The use of endovascular aortic aneurysm repair (EVAR) has expanded ever since the first EVAR was introduced in 1991. The mortality rate of abdominal aortic aneurysm (AAA) repair has recently improved in proportion to increased use of EVAR.(1) However, the rate of secondary interventions due to endograft failure such as endoleaks, migration or graft occlusion was reported to be 16.2% on a previous meta-analysis. (2) The delayed open conversion rate after EVAR ranges from 0.6% to 4.5%. Elective open conversion was planned. Through transperitoneal approach, infrarenal aortic cross clamping was applied and aneurysm sac was opened. The left limb was disconnected from main body. The stent graft was easily removed because there was no firm adherence of the stent graft to the aorta and the iliac arteries. In situ aortic reconstruction using a bifurcated PTFE graft was performed. Aortic clamping time was 90 minutes and estimated blood loss was 4,000 ml. He received ventilator therapy for 5 days postoperatively and then he was discharged on postoperative day 17.
2) Case 2
A 78-year-old woman presented with an abdominal pulsating mass. Eight years earlier, she had stent graft placed for 6-cm AAA at another hospital and an additional bare stent was placed on the proximal aneurysmal neck to seal a type I endoleak. Six years ago, CT showed the presence of a type III endoleak on the posterior aspect of the distal main body and the diameter of AAA was 6.6 cm. We recommended secondary open repair, but she declined and was lost to follow-up. She revisited our hospital 6 years later complaining of an abdominal mass that was increasing in size on her left flank. She denied any abdominal or back pain. CT revealed a 9.9 cm sized AAA with a persistent type III endoleak and she underwent elective open conversion (Fig. 2) . Through transperitoneal approach, aneurysm was exposed. The proximal stent tip 2. Avoid anastomosis with a thinned arterial wall that has interfaced with an endograft.
3. Unless an endograft is easily removed, consider graft-to-graft anastomosis with partial endograft removal.
In conclusion, making a plan for delayed open convertsion should be individualized according to the type and status of the endograft and the vascular anatomy. Whether to perform infrarenal aortic control or suprarenal aortic control, how to control the proximal aorta (e.g. aortic cross clamping or balloon inflation), and whether to completely or partially remove the graft should be considered.
